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OMB No. : 

STATE PLAN UNDER TITLE
XIX OF THE SOCIAL SECURITY ACT 


State/Territory: South Carolina 


REQUIREMENTS FOR ADVANCE DIRECTIVES UNDER STATE PLANS 
FOR MEDICAL ASSISTANCE 

The following is a written descriptionof the law of the 

State (whetherstatutory or as recognized by the courts of 

the State) concerning advance directives. If applicable

States should include definitionsof living will, durable 

power of attorney for health
care, durable power of attorney,

witness requirements, special State limitationson living

will declarations, proxy designation, process information
and 

State forms, and identify whether State law allows for a 

health care provideror agent of the provider to object to 

the implementationof advance directives on the basisof 

conscience. 


See Attachment 
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YOUR RIGHTTO MAKE DECISIONS ABOUT YOUR
HEALTH CARE 


You Have the Right to Make Health Care Decisions
that Affect You 

YOU have the right to make all decisions about the health care you receive. If 

you do not want certain treatments, you can tell your doctor,, either
in person 

or in writing, that you do not want them. If you want to refuse treatment but 

YOU do not have someone
to name as your agent, you cana living will. 


Most patients can express their wishes
to their doctor, but some who are badly 

injured, unconscious, or very ill cannot. People need to know your wishes 

health care in case you become unable to speak effectively for yourself. 

express your wishes in a health care power of attorney or a living will. 


not want
In a living will you tell your doctor that you doto receive certain 

treatment. In a health care power
of attorney you name an agent who will tell 

the doctor what treatment should
or should not be provided. 


The decision to sign a health care power of attorney or living will is very 

personal and very important. This pamphlet answers some frequently asked 


living
questions about health care powers of attorney andwills 


These documents will be followed only if you are unable, due to illness or 

injury, to make decisions for yourself. While you are pregnant, however, these 

documents will not cause life support to be withheld. 


If you do not have a living will or health care power of attorney that 

you want done, you do not know what decisions will be made or who will 


by South
Decisions may be made by certain relatives designated Carolinalaw,by 

a person appointed by the court,
or by the court itself.The best way to make 


wisheshealth care power of
sure your wishes are followed is to state your in a 
attorney, or sometimes, a living will.you want to refuse treatment you 

do not have someone to name as your agent, you can sign a living will. 


If you have questions about signing a health care
of attorney or living 

will, you should talk to your doctor; your minister, priest, rabbi, or other 

religious counselor; or your attorney. Finally, it is very important that
you 
discuss your feelings about life support with your A health care power 

withof attorney also should be discussedthe people you intend to name as your 

agent and alternate agents to make sure that they are wiling
to serve. It is 

also important to make sure that your agents know your wishes. 


Are there forms for living
wills and health care Dowersof attorney in south 
Carolina? 

Yes. The South Carolina legislature has approved forms for both a living will 

and a health care power of attorney. The living will form that the legislature 
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approved is called
a "Declaration ofa Desire fora Natural Death." You may be 

able to get these forms from the person who gave you this brochure. If
not, you 

may call: 


Your local Council on Aging 
South Carolina Commission on Aging l(800) 868-9095  
Joint Legislative Committee on Aging ( 8 0 3 )  7 3 4 - 2 9 9 5  
Governor's Office, Ombudsman Division ( 8 0 3 )  7 3 4 - 0 4 5 7  

How area Health Care Power
of Attorney anda Living Will different? 


* 	 The agent named in a health care power of attorney can makea of the 
decisions about your health care that need to be made. A living will 
affects only life support. 

* 	 A livingwillaffectslifeSupportonlyincertaincircumstances. A 
living will only tells the doctor what to do if you are permanently 
unconscious or if you are terminally ill and closeto death. A health 
care power of attorney is not limited to these situations. 

Permanently unconscious" means that you are in
a persistent 

vegetative state in which your body functions but your mind 

doesnot. This is different from
a coma, becausea person in 

a coma usually wakes
up, but a permanently unconscious person 

does not. 


* 	 A living will can only say what treatment you don't want. In a health 
treatmentcare power of attorney you can say what you & want as well as 

what you do not want.
* 	 With a living will, you must decide what should be done in the future, 

without knowing exactly what the circumstances will be when the decision 
is put into effect. Witha health care power of attorney, the agent can 
make decisions when the need arises, and will know what the circumstances 
are. 

* 	 An Ombudsman fromthe Governor's Office must be a witness if you signa 
a hospital or nursing home.living will when you are in An Ombudsman does 

- have sign anot to be a witness if you a health care Dower of attorney in 

hospital or nursing home. 


I want to be allowed to adie not be kept alive by medical
natural death and 
treatment. heroic measures. or artificial means. How can I make sure this 
happens 

The best way to be sure you are allowed a
to die a natural death is to sign 

health care power of attorney that states the circumstances
in which you would 

not want treatment. In the South Carolina form, you should specify your wishes 

in Items6 and 7 .  
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YOU may not have a person that you can trust to carry out your desirea for 

natural death. Ifnot, a living will can ensure that you are allowed
to die a 
natural death. However, it will onlysodoif you are permanently unconscious 

death. orterminally ~ ~ ~closeill
to 


You should signa Health Care Powerof Attorney, and not a :living will. The 

allows either that
South Carolina Health Care Power of Attorney form to say you 

you & or that you do not want life-sustaining treatment.A living. will only

7 

What I have an old health care Dower will. or signed
of attorney or living one 

in another state? 


power
If you previously signeda living will or health care of attorney, even in 

another state, it is probably valid. However,
it may bea good idea to sign the 

most current forms. For example, the current South Carolina living will form 

covers artificial nutrition and hydration whereas older forms did not. 


How is a health care Dower of attorney different from a durable Dower of 

attorney 


A health care power of attorney is
a specific typeof durable power of attorney 

that names an agent only to make health care decisions. 


A durable power of attorney may or may not allow the agent to make health 

decisions. It depends on what the document says. The agent may only be able to 

make decisions about property and financial matters. 


What are the requirements for a living will? 


You must be eighteen yearsto sign a living will. Two persons must witness 

your signing the living will
form. A notary public must also sign the living 

will. If you signa living will while you are
a patient in a hospital or a 

resident in a nursing home,a representative from the Governor’s office (the 

Ombudsman) must witness your signing. 


There are certain people who cannot witness your living will. The living will 

form says who cannot be a witness. You should read the living will form 

carefully to be sure your witnesses are qualified. 


What are the requirements for signing of
a health care Dower attorney 


You must have two witnesses sign the document. The form tells you who cannot 

the same people who cannot witness
witnesses. (These are a living will). Unlike 


power in
a living will, the health care of attorney may be signeda hospital or 
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in a nursing home without having from the Ombudsman':; office present. 

It is not necessary
to have a notary sign your health care power of attorney. 


%om should I appoint asw agent? What ifw agent cannot serve? 


You should appoint a person you trust and who knows how you :feel about health 

care. You also should name at least one alternate, who will make decisions
if 

your agent is unable or unwilling to
to make these decisions. You should talk 

the people you choose as your agent and alternate agents to be sure they are 

willing to serve. Also, they should
know how you feel about health care. 


Is there anything living
I need to know about completing will or health care 
power of attorneyform? 


Each form contains spaces for you to state your wishes about things like whether 

you want life support and tube feeding. If you do not put your initials in 

either blank, tube feeding may
be provided, depending upon your condition. Be 

sure to read the forms carefully and follow the instructions. 


Where shouldI keep w health care Dower
of attorney or living will? 


Keep the original in a safe place where your family members can. get it. You 

should give a copy to as many
of the following people as you are comfortable 

with: your family members, your doctor, your lawyer, your minister or priest, 


copy
your agent. Do not put your only of these documents in your safe deposit 

box. 


What ifI change w mind afterI have signed
a living will or health care Dower 

of attorney? 


You may revoke (cancel) your living will or health care of attorney any
power 

time. The forms contain instructions for doing
s o .  You must: tell your doctor 

andand anyone else who has a copy that you have changed you want to 

revoke your living will of attorney.
or health care power 


Your patients may ask you for a sample form of the advance directives like the 

Durable Power of Attorney for Health Care and the Declaration of a Desire for 

Natural Death. Attached to this Medicaid Bulletin are copies. of the statutory 


you decide to provide your patientsforms for advance directives,
forms. If with 

it is suggested that providers use copies
of these specific forms. Doctors and 

other health care providers recognize these forms and do not have to question 

validity of other forms which may or may not comply with state law. There are 

also certain statutory protections which are provided to health care providers 

and hospitals by the statute. Use of the statutory form Durable Power of 

for Health Care and Declaration of Desire
for Natural Death will insure that 


to
these protections are available the health care provider. 
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HEALTH CARE POWER OF attorney 
(SouthCarolma Statutory Form, Code of Laws section 62-5-!i@) 

-ATTON OF health CARE .AGE% 

Home Work Telephone:Telephone: 
to make health care decisions for me as authorized In this document. 

-as rn!agent 

effective date A N D  durability 

By this document I intend to create a durable power of attorney effective upon, and only 

during, any period of mental incompetence. 


agents POWEBS 

I grant to my agent full authority to make decisions for me regarding my health cue. In 

exercising this authority, my agent shall follow my desires as stated in this document or 

otherwise expressed by me or known to my agent; In making any decision. my agent 

shall attempt to discuss the proposed decision with me to determine my desires i f  I am 

able to communicate in any way. If my agent cannot determine the choice I would want 

made, then my agent shall make a choice for me based uponwhat my agent believes to 

be in my best interests. My agent's authority to interpret my desire isl intended tobe as 

broad as possible, except for any limitations I may state below. 


Accordingly, unless specifically limited by Section E.below, my agentis authorized as 

follows: 

A. To consent, refuse, or withdrawconsent to anyand all types of medical care. 


treatment, surgical procedures diagnosticprocedures,medication, andtheuse of 
mechanical or other procedures that affect any bodily function, including, but not 
limited to, artificial respiration, supportnutritional and hydration, and 
cardiopulmonary resuscitation; 

B. 	 To authorize or refuse to authorize, any medication or procedure intended to relieve 
pain, even though such use may l e a d  to physical damage, addiction, or hasten the 
moment of, but not intentionally cause. my death: 

C. To authorize my admissionto or discharge.evenagainstmedical advice, from any 5 
hospital, nursing care facility or similar facility or service r( r-rne G : L d  

rl srl
other necessarymaking,D. To tatre any action to documenting, and assuring .rn 

%-J

implementation of decisionsconcerning my health care, including, but notlimited 2 r ~ ;  
to. granting MYwaiver or release from liability required by any hospital. physician 7 2 
nursing care provider, or other health care provider:signinganydocumentsrelating n 4 ; 
to refusals of treatment or the leaving of a facility medical 13against advice, and k l 3 x  

pursuing MY legalaction in my name and PL the expense of m y  estate to force w PL r4 


H&uY
compliancewith my wishes as determined by my agent, or toseek actual or punitive 2 $ 

P4damages for the failure to comply. 	 G E O Du 2 w c L v l  

E. 	 The powers granted above do not include the following powers or M subject to the 
following rules or limitations: 



< 
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6, 	 s t a t e m e n to f  desiresa n d  special PROVISIONS 
With respect to any Life-Sustaining Treatment. I direct the following (INITIAL only one 
OF THE FOLLOWING 4 PARAGRAPHS) 

( 1 )  GRANT OF DISCRETION TO AGENT. I do not want my life to be prolonged 
nor do I want Life-Sustaining treatment to be providedor continued if my agent belleves !,he 
burdens of the treatment outweigh the expected benefits. 1 want my agent to consider the relief 
of suffering, my personal beliefs. the expense involved and the quality as well as the possible 
extension of my life in making decisions concerning life-sustaining treatment. 

OR 


(2) DIRECTIVE TO WITHHOLD OR WITHDRAW T R E A T M E N T .  I do not want 
my life to be prolonged and I do  not want life-sustaining treatment: 

a. 	 if I have a condition hat is incurable or irreversible a d ,  without the administration of life
sustaining procedures expected to result in death within a relatively short pen& of [me:  
Of 


b. if I a m  i n  a state of permanent unconsciousness. 

OR 


OR 


(4) directive IN MY OWN WORDS: 

r e g a r d i n gI, 	 STATEMent OF d e s i r e s  tubefeeding d \ 

With respect to Nutrition and hydration provided by m a n s  of a nasogastric tube or tube Into the 0 w ,O F  
stomach, intestines, of veins, I wish to make clear that: i n i t i a l  ONLY ONE) I 4 .I 

V $ G* -I want to receive these forms of artificial nutrition and hydration. and they nab S L S Q
be withheld or withdrawn under the conditions given above. h & W  

OR W & &  

and IA w-I do want to receive these forms of artificial nutrition hydration. a&CT. 

IF YOU DO NOT INITIAL EITHER OF THE ABOVE STATEMENTS. YOUR. AGEST will 
HAVENOT AUTHORITY TO d i r e c t  THAT NUTRITION A N D  hydration 

NECESSARY FOR COMFORT CARE OR ALLEVIATION OF PAIN BE w i t h d r a w n  
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I f  an agent named by me dies. becomes legally disabled. resigns refuses 10 act becomes 
unavailable or if agent who 1s my spouse 1s divorced or separated from me. I name -e 
following as successors t0 my agent, each 10 act alone and successively, 111 the order named, 

,A. First alternate agent 
~. 

.Address: 

Telephone: 

B. SecondAlternateAgent: 

Address: 

Telephone: 

administrativeprovisions 
a. 	 I revoke any prior Health Cut Power of Attorney and any provisions relating to healthcare 

of any other prior power of attorney. 
b. This power of attorney is intended to be valid in any jurisdiction in which it is presents 

unavailablem-
If at any relevant time the Agent or Successor Agents named herein are unable or unwilling to 
make decisions concerning my health care, and those decisions are to be d e by a guardian. by 

the Probate Court, or by a surrogate pursuant to the Adult Health Care Consent Act. i t  IS my 

inention that the guardian, Probate Court, or surrogate make those decisions in accordance with 

my directions as stated in this document. 


BY SIGNING HERE I INDICATE THAT I UNDERSTAND THE contents OF THIS 

DOCUMENT AND THE EFFECT OF THIS GRANT OF POWERS TO MY AGENT. 

I sign my name w this health Cue Power of Attorney on this -day of 

19-. My current home address is: 


Signature: 
Print Name: 
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I am notrelated to the principal by blood. marriage or adoption. either as a spouse a lineal 
ancestor. descendant of the parents Of the principal of spouse of any of them. I am not directly 
financially responsibleforthe principal’s medical care. I am not entitled to any pornon of !ne 
principal’s estate upon hidher de-,whetherunder any will or as an heir by intestate 
succession. nor am 1 the beneficiary Of M insurance policy on the principal’s life, nor do I have 
a claim against the principal's estate as of this time. I am not the principal’s attending physician 
nor an employee of the attending physician No more than one witness IS an employee of a 
health facility in whichtheprincipal is a patient. I am not appointed as Health Care ,Agent or 
Successor Health Care Agent by this document. 

Witness No. 1: 

Signature: 

printname 

Residence Address: 

Witness No. 2: 

Signawe: 


Print Name: 


Residence address 


Date: 

Telephone: 

Date: -
Telephone: 
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STATE OF SOUTH carolina 

COUNTY OF 

I, , declarant being at l e a s t  eighteen years of age and a 

State of South carolina make this declaration this day d 
I 19--. 

I willfully and voluntary make known mydesire that no lifesustainingprocedures be used to 
prolong my dying if my condition IS terminal or If I am In a state of unconsciousness and I declare 

If at any time I have a condition certifiedto be a terminal condition by two physician who have 
penonally examined me, one d whom Is my attending physicianand the physicians havedetermined that  
my death could occur withina reasonably short Period of time without theuse of Me-sustaining procedures 
or if the physicians certifythat Iam In a state of permanent unconsciousness andWere !he applicationof 
life-sustaining procedureswould serve only to prolong the dying process. I direct that the procedures be 
withheld or withdrawn and that Ibe permittedto die naturally and withonly the administrationof medication 
or the performance of any medical procedure necessary to provide me with comfort care. 

INSTRUCTIONS CONCERNING a r t i f i c i a l  NUTRITION AND HYDRATION 

INITIAL ONE OF THE FOLLOWING STATEMENTS 

If my condition Is terminaland could result In death within a reasonably short time, 

-Idirect that nutritionand hydration bePROVIDEDthroughany medically indicatedmeans, including
medicallyor surgically Implanted tubes. 

-I direct that nutritionand hydrationNOTBE PROVIDED through any medically indicatedmeans, 
including medicallyor surgically Implanted tubes. 

INITIALONE OF THE FOLLOWING STATEMENTS 

If Iam in a persistent vegetative state or other condition d permanent unconsciousness. 

-Idirect thatnutritionand hydration BE PROVIDED through any medicallyIndicated means,including 
medically or surgically implantedtubes 

-I direct that nutritionand hydration NOT BE PROVIDED through any medically Indicated means,
includingmedically or surgically Implanted tubes. 

Address, 
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REVOCATION PROCEDURES 

THIS DECLARATIONMAYBE r e v o k e d  BY ANY ONEOFTHEFOLLOWING methods 
HOWEVER. A REVOCATION 1s NOTEFFECTIVE u n t i l  ITISCOMMUNICATEDTOTHE a t t e n d i n g  
PHYSICIAN: 

BEING TORN, DESTROYED.(1) 	 BY DEFACED, OBLITERATED, OR OTHERWISE TORN. 
OBUTERATED OR OTHERWISEDESTROYED. IN EXPRESSION OF YOUR i n t e n t  TO 
WOKE. By you OR BY SOME PERSONINYOUR PRESENCE AND BY YOUR DIRECTION. 

BY ORIGINALREVOCATIONDESTRUCTION OF ONE OR MORE OF MULTIPLE 
DECLARATIONS REVOKESall OF THE ORIGINAL DECLARATIONS; 

(2) BY A w r i t t e n  REVOCATIONSIGNED AND DATEDBYYOUEXPRESSINGYOUR INTENT 
TOREVOKE; 

(3) 	 BYYOURORALEXPRESSION OF YOURINTENT TO REVOKETHISDECLARATION.AN 
ORAL REVOCATION COMMUNICATED TO THE a t tend ing  PHYSICIAN BY A PERSON 
OTHER THAN YOU IS e f f e c t i v e  ONLY IF: 
(A)THEPERSONWASPRESENTWHENTHEORALREVOCATIONWASMADE: 

REVOCATION COMMUNICATEDTHE WITHIN A(e) THE WAS TO PHYSICIAN 
REASONABLE TIME; 

(C)YOURPHYSICAL OR MENTALCONDITION MAKES ITIMPOSSIBLE FOR THE 
PHYSICIANTO c o n f i r m  THROUGH SUBSEQUENT CONVERSATIONwith YOU 
THAT THE REVOCATION HAS OCCURRED. 

TO BE EFFECTIVE ASA REVOCATION, THE ORAL EXPRESSION CLEARLY MUST INDICATE YOUR 
DESIRE THAT THE DECLARATION NOT BE GIVEN EFFECT OR THAT liFE-SUSTAlNlNG PROCEDURES 
BE ADMINISTERED; 

(4) 	 IF YOU. IN THESPACE ABOVE. HAVE au tho r i zed  AN AGENTTOREVOKETHE 
DECLARATION. THE AGENT MAY REVOKE ORALLY OR BY A WRITTEN.SIGNED, AND 
DATED INSTRUMENT. AN AGENT MAY REVOKE ONLY IF YOU ARE INCOMPETENT TO 
DO SO. AN AGENT MAY REVOKETHEdec la ra t i on  PERMANENTLYOR TEMPORARILY; 

(5) BYYOUR M E W I N G  ANOTHER dec la ra t i on  AT A LATERTIME. 

Signature d declarant 

AFFIDAVIT 

STATE O f  

COUNTY O f  

and ,the undersigned witness to 


